Myasthenia gravis (MG) is an autoimmune disorder characterised by a reduction in available post-synaptic acetylcholine receptors (AChR) on the endplates of neuromuscular junctions of skeletal muscle. ' The symptoms of variable, fatiguable voluntary muscle weakness with spontaneous remissions and exacerbations are well known. In 75% of cases the initial presentation is with ptosis and/or diplopia, and over 90% develop ophthalmic symptoms at some stage in the course of the disease. Diagnosis is often delayed because ocular motility abnormalities may mimic other conditions and because no single test is always positive.2 Young people with long life expectancies are commonly affected and ocular motility abnormalities causing disabling diplopia and loss of binocular single vision (BSV) may persist long after remission. Conventionally Tables 1 and 2 .
Results
The cases are summarised on Table 3 . Two are reported in detail. CASE 1 In 1981 a fireman aged 22 years presented with variable fatiguable diplopia and limb and facial weakness. Following an equivocal response to intravenous edrophonium (Tensilon), generalised myasthenia gravis was diagnosed on the basis of positive titres for anticholinesterase receptor (AChR) antibodies and an electromyogram which showed muscle fibre fatigue on supramaximal nerve stimulation at 3-5 Hz. The systemic symptoms were controlled by thymectomy for thymic hyperplasia and oral pyridostigmine. However, troublesome horizontal diplopia persisted, and in 1983 he was referred for assessment.
The visual acuities and findings on intraocular examination were normal. There was a 3 mm ptosis on the right and mild bilateral orbicularis weakness. The prism cover test showed a V pattern exotropia of 6 dioptres on downgaze and 20 dioptres on elevation. Dissociated eye movement analysis (Fig IA) indicated marked right (Fig 2A) . There was no field of BSV. Over the next 12 months the strabismus remained unchanged, and his systemic disease was stable.
In January 1989 he underwent bilateral medial rectus recessions of 5 mm and bilateral superior oblique posterior 7/8 tenotomies. Postoperatively a BSV field of 300 was established, but the A pattern persisted with a 40 dioptres of esotropia on elevation and 5 dioptres on depression (Fig 2B) 
